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  INTRODUCTION   
 
Khartoum Teaching Hospital (KTH) is a major hospital in 
Sudan. It provides medical services for a large number of patients, 
presenting to medical casualty from Khartoum and all regional area 
from all parts of Sudan as an emergency, or referred cases for 
diagnostic and management purposes, 24 hours a day, 7 days a week. 
1. Medical staff:  
The medical casualty served with a quite enough number of 
doctors (3-5) medical registrars and (8-12) house-officers are available 
24 hours a day. In addition to junior physician on call and the senior 
consultant physician of the unit in charge is ready for help.                                             
2. Nursing staff: 
Nursing system is of an eight hourly one, but nurses are few 
on the duty (two nurses 8 hourly), and the patients care is much more 
than be tackled by such a small number.  
3. ECG: 
One machine placed near by the causality should be directed 
by one sister 24 hours a day. 
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4. Casualty lab: 
This is a small lab, (usually crowded) that serve all A & E 
departments (Medicine, surgery, and orthopedic). The lab is with 
limited capacity and deals with (Hb%, BFFM, urine analysis and stool 
analysis) only, with a lot of delay time. 
5. Radiology: 
Radiology Unit for urgent plain X-rays. 
6. Dialysis units: 
24 hours a day but according to its limited capacity (delay 
time occurs due to cases over load). 
7. Statistic office:  24 hours a day 
• To fill admission sheets (personal data). 
• To keep admission sheets and death certificate. 
•  No computer  services. 
•  No statistical data to show the actual number of patients 
attending to the casualty per day. 
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8. Structure: 
Medical casualty consists of one hall about (15 × 8 meters) 
Twelve coaches for examination, eight chairs for doctors and two 
long benches for patients.   
9. Equipments: 
The equipments available in the casualty are not enough for 
such busy and crowded unit. The emergency cases need more 
equipments to be available and at hands all the time. There is only 
one sphygmomanometer, one nebulizer, one sucker, and two-oxygen 
cylinders. No other equipments e.g., thermometer, tongue 
depressants, ophthalmoscopes, and sengestakian tubes.. etc. 
10. Pharmacy:        24 hours a day. 
Free intravenous fluids and drugs for 24 hours. No syringes, 
no canulas. Not all necessary fluids and drugs are usually available 
e.g., vasoactive drugs (vasopressin). 
11. Short- stay wards:  
For observations, assessment and treatment about 20 beds for 
males, 20 beds for females and small room for isolating patient with 
tetanus. 
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LITERATURE REVIEW 
“Terminology related to emergency medicine as defined in 
this document is applicable to Australian and is internationally 
recognizable. It will apply to all fellows for both verbal and written 
communication and the use of terms such as accident and emergency 
medicine, emergency medicine specialist, emergency doctor, 
emergency roan doctor, accident and emergency department or 
casualty is to be actively discouraged is not in the interest of the 
community for a health care facility without acute inpatient bed and 
services to use the terms emergency department, emergency accident, 
or similar terms when referring to or signposting the service it 
provides for acute or urgent care”. 
1. Emergency medicine: 
“Emergency medicine is a field of practice based on the 
knowledge and skills regulated for the prevention, diagnosis and 
management of acute and urgent aspects of illness and injury 
affecting patients of all age groups with a full spectrum of 
undifferentiated physical and behavioral disorders. It further 
encompasses and understanding of the development of pre hospital 
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and in hospital emergency medical systems and the skills necessary 
for this development”.   
2. Emergency physician: 
“An emergency physician is a registered medical practitioner 
trained and qualified in the specialty of emergency medicine”. 
3.  Department of Emergency Medicine:  
“Is the pyramidal structure for the medical staff with hospital 
that is responsible for the provision of medical care plus management 
teaching and research in emergency medicine”. 
4. Emergency Department: 
“The Emergency Department (ED) is the dedicated area in 
hospital that is organized and administered to provide a high 
standard of emergency care to those in the community who perceive 
the need for or are in need of acute or urgent care including hospital 
admission”.  
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5. Features of an emergency medicine:  Include the following:  
5.1. Structure:  
“The emergency Department must be part of a recognized 
hospital and be licensed, otherwise recognized as an Emergency 
Department by the appropriate state, or territory authority. It must be 
purpose designed and include dedicated area with the capacity for 
advanced life support including mechanical ventilation designed and 
used for the reception and stabilization critically ill patients”. 
5.2. Nurse staffing: 
“There must be registered nurses on duty in the department 
at all times .There must be nursing structure with a senior nurse with 
appropriate emergency nursing qualifications and experience being 
responsible for the organization and operation of the nursing service. 
Designated nursing staff must be available 24 hours per day to 
perform triage”. 
5.3. Medical staffing: 
“The ED must have a medical director who should be an 
emergency physician. There must be 24 hour per day on-site access to 
medical officers, and there must be 24 hour per day on-call access to a 
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designated senior doctor for clinical support. This senior doctor 
should also be an emergency physician, and must act with the 
authority of the medical director. It is recognized that both the 
medical officers and senior doctors may be called to other parts of the 
hospital, but they must have a primary commitment to the ED”.  
5.4. Patients care: 
“The ED must provide for the reception, triage, initial 
assessment and management of the full range of patients presenting 
with acute illness and injury. Where the range of care is limited (for 
example, to paediatrics), pre-hospital and other policies will be in 
place to ensure appropriate presentation. The department will be able 
to provide or arrange the extended care beyond the initial phase for 
most patients depending on hospital infrastructure”. 
5.5. Network role: 
“The ED will take an appropriate role in local and regional 
patient care networks commensurate with its role delineation. 
Networking and transfer arrangements must be in place for patients 
whose clinical needs cannot be met within the hospital”.  
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5.6 Access to other Specialist Consultation 
“An ED must have adequate specialist cover for opinion 
and/or referral 24 hour per day in such specialties as in general 
surgery, orthopaedic surgery, general medicine, anaesthesia, 
intensive care and paediatrics. Adequate arrangements must be in 
place for specialist care and transfer for those patients requiring 
specialist care in fields such as neurosurgery, ophthalmic surgery, 
vascular surgery, and psychiatry”. 
“The department must also have access to an appropriate 
range of allied health professionals”. 
5.7. Access to Support Services: 
“There must be 24 hour per day access to pathology, 
radiology and operating theatre services”. 
5.8 Other Processes: 
“The ED must have a formal quality improvement program 
including review of morbidity, mortality, and recognized emergency 
medicine, clinical indicators, and submission of data to a recognized 
hospital quality program. There must be a dedicated clinical and 
management information system which records both presentation 
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details and recognized clinical   indicators.   The medical   records 
system, contingency   arrangements,   restoring   practices   and 
credentialing processes must be appropriate and must inset relevant 
standard. There must be a formal complaints process and provision 
of continuing medical education”. 
6. Arrival True: 
“The first recorded time of contact between the patient and 
the ED a recording accuracy to within the nearest minute to 
appropriate. There should be no delay between the physical arrival in 
the ED of a patient who is seeking care and their first contact with 
staff”. 
7. Time of medical assessment and treatment: 
“Although important assessment and treatment may occur 
during the triage process, this to represent the start of the patient 
presented. A recording accuracy within the nearest minute is 
appropriate. Usually it is the time of first contact between patient and 
the doctor initially responsible for their care, often recorded as "time 
seen doctors". Where a patient in the ED has contact exclusively with 
nursing staff acting under clinical supervision of a doctor, it is the 
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time of first nursing contact, often recorded as "time seen by nurse". 
Where a patient is treated according to a documented, problem 
special clinical pathway, protocol, or guideline approved by the 
director of emergency medicine, the earliest time of contact between 
the patient and staff implementing this protocol. This often recorded 
as the earlier of (time seen by doctor)”. 
9. Departure Time: 
“This is the time the patient physically leaves the Emergency 
Department, representing end of the episode of emergency treatment. 
This includes patients who are discharged home, transferred to 
another hospital; die in the Emergency Department, transferred to 
another part of hospital for definitive care, or are admitted to a ward, 
including observation ward which may be located in the ED. It does 
not include patients seen in another area for treatment when return to 
the Emergency Department is expected, nor does it include patients 
statistically admitted to beds within the Emergency Department but 
receiving care from the same staff. Accuracy to within the nearest 
minute is appropriate”. 
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10. Ready for Departure time: 
“This represents the time when, in the opinion of the treating 
doctor, no further emergency medicine care is necessary .This time is 
significantly  more subjective than arrival time  and departure time, 
but may be useful in single hospital setting for comparative 
purposes”.   
11. Inpatient bed request Time: 
“This represents the time when a formal request is made to 
obtain an inpatient bed for patient requiring admission to hospital. 
This time is significantly more subjective than arrival time or 
departure time, but may be useful in a single hospital setting for 
comparative purposes. Different hospital systems collect this time in 
different ways and it may be before or after the ready for departure 
time”. 
12. Waiting Time: 
“This is the difference between arrival time and time of initial 
medical assessment for treatment. A recording accuracy to within the 
nearest minute is appropriate”.  
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13. Assessment and treatment time: 
'This is the difference between the time of initial medical 
assessment and treatment to ready for departure time. A recording 
accuracy to within the nearest minute is appropriate”. 
14. Patient care time: 
“This is a difference between the time of medical assessment 
and treatment and departure time. It represents the time for which 
the patient receives medical care from Emergency Department staff. 
A recording accuracy to within the nearest minute is appropriate”. 
14. Total Emergency Department Time: 
“This is the difference between the arrival time and departure 
time. A recording accuracy within the nearest minute is appropriate”. 
15. Admission Delay Time: 
“This is the difference between the ready for departure time 
and the departure time and patients who are admitted to hospital, die 
in ED, or are transferred to another hospital for admission. This time 
is significantly more subjective than waiting time, assessment and 
treatment time, but may be useful in a single hospital setting for 
compartment purposes”. 
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16. Access block: 
“This refers to the situation where patients in the ED 
requiring inpatient care are unable to gain access to appropriate 
hospital beds within a reasonable time. It is the expressed proportion 
of patients requiring formal admission to hospital that has a total ED 
time greater than 8 hours.  It is the percentage of all patients 
admitted, planned for admission to those discharged from ED 
without reaching an inpatient bed, transferred to another hospital for 
admission, or dying in the ED whose total ED time exceeds 8 hours”. 
17. Emergency Department overcrowding:  
“This refers to the situation where ED function is impeded 
primarily because the number of patient’s assessment and treatment 
or waiting for departure exceeds wither the physical or the staffing 
capacity of the ED.(1)  
 
 
 
 
 
 14
18. Diagrammatic representation:(1) 
 
Emergency medicine training: 
“Binam F; Malongte P; Beyiha G; Ze-Minkande J; Takongmo  
S; Bengono G (Med-Trop-Mar .2002;62 (3) :275-7) stated that: 
"The main goal of emergency medicine training is to teach the 
wide range of sciences and skills necessary to recognize and stabilize 
emergencies. Emergency medicine training has proven highly 
effective in developed countries especially with regard to 
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 organization of survival medicine. This type of training is especially 
important in sub-Saharan Africa where there is a severe shortage of 
intensive care specialists and an almost total lack of other 
necessities”.(6) 
Adding medical staff: 
“Rotstein Z; Wilf-Miron R; Lavi B; Seidman DS; Shahaf P; 
Shahar A; Gabay U; Noy S (2002 Mar; 4(3) :170-3) stated that: 
“The emergency department (ED) is one of the hospitals 
busiest facilities and is frequently described as a bottleneck. 
Management by constraint is a managerial methodology that helps to 
focus on the most critical issues by identifying such bottlenecks. 
Based on this, theory, the benefit of adding medical staff may depend 
on whether or not physician availability is the bottleneck in the 
system. The study shows that patient's volume determines the 
effectiveness of investing manpower in the ED identifying bottleneck 
critical factors, as suggested by the theory of constraints, may be 
useful for planning and coordinating emergency services that operate 
under stressful and unpredictable conditions. Consideration of 
patient volume may also provide ED managers with a logical basis 
for staffing and resource allocations”.(26)   
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Eliminating errors EM service: 
Ooomer  RE; Slovis C; Mhnt R C; Pirrallo R G; Sayre M R 
(2002 Jan-Mar: 6(1): 107-13) stated that: 
"Errors in health care can have serious consequences, not only 
for the patients but also for society as a whole, given the considerable 
national expenditures required to address these errors. Because of the 
number of patients treated and the acuity of emergency, eliminating 
errors should be a priority in emergency medical service (EMS) 
systems.(3) 
Recent efforts have focused on integrating EMS systems into 
error analyses of the total health care system. However, EMS  
systems must take the initiative in addressing their own major error-
prone areas using the best and most current data available. 
Unfortunately, addressing the p rob Ion of medical errors in EMS 
systems still suffers from a paucity of data, owing to lack of 
organized, funded programs backed by legislation and dedicated 
government coordination. We recommend that EMS medical 
directors consider specific error audits to decrease sources of errors 
and to be better able to identify EMS providers who would benefit 
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from retraining. Error audits might first be focused on the following 
potentially serious errors: equipment malfunction, failure to check 
oxygen saturation, failure to immobilize the patient, use of incorrect 
protocol or algorithm, failure to check glucose levels, failure to 
recognize patients deterioration, failure to detect misplaced 
endotracheal tubes, and use of wrong drugs or drugs dose"(3) 
 Emergency admission rate: 
Duffy R; Neville R; Staines H (2002 Jan; 52(474): 14-7) stated 
that "Emergency admission rates have been rising steadily in recent 
years, with the majority of the increase owing to emergency medical 
admissions. Possible causative factors include changing demography, 
incidence of disease, admission threshold, multiple admissions, and 
appropriateness of admission. The most important factors in 
explaining variance in general practices emergency medical 
admission rates are socio-demographic, with age and deprivation 
explaining a large proportion of the variation. We found no evidence 
to support the contention that general practice factors were I inked 
with admission rates.”(2) 
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OBJECTIVES  
 
1. To know the common causes of mortality in the first 24 hours in 
Khartoum Teaching Hospital, Medical Casualty. 
2. To determine the common presenting symptoms leading to high 
mortality. 
3.  To estimate the associations of age, sex and the premorbid 
conditions to mortality. 
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PATIENTS AND METHODS  
 
Study design: 
This is a descriptive prospective, study in Sudanese patients 
died within 24 hours to their presentation in KTH medical     
casualty.     
Study population: 
The study population consisted prospected studies of 100 
cases records on the same day of their death. 
Place and time of the study: 
• Khartoum Teaching Hospital. 
• The period from October 2003 to January 2004. 
Data sources: 
1. Patients records. 
2. Doctors in charge. 
Data collection: 
Data was collected by a self-administered questionnaire. This 
was constructed in section to address the different aspects of the 
study as follows: 
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a) Personal data. 
b) Presentation. 
c) Initial assessment. 
d) Physical examination. 
e) Management 
Cases assessment: 
This was done in the normal manner by the assessment of the 
history, examination, investigations and management. 
Data analysis: 
All the collected data was entered in a master sheet and then 
analyzed by (statistical packages for social sciences), the results 
expressed in numbers and percentage. 
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RESULTS 
From October 2003 to January 2004, the investigator himself, 
in KTH Medical Casualty, saw a total of 100 cases records. 
In prospective study: 
Sixty two cases (62%) were males and 38 cases (38%) were 
females (Fig. 2). 
The age of the cases studied ranging from 15 years to more 
than 75 years.  The highest mortality group in the study was (60-75) 
years old. All age groups were shown in (Fig. 1 & Table 1). 
The 100 cases resided in different sites in the Sudan (Table 6). 
86% of them reside in central Sudan (KHT +Gezira). But originally 
the mortality was found in those reside in Gezira, was (28%), North 
(24%), KHT (21 %), west (18%) and South (6%). 
Three cases (3%) of the study group were foreigners.  
Mortality according to occupation showed increase in housewife 
(30%), farmers (17%) and students (7%) as shown in (table 4). 
Marital status showed highest mortality among married 
group (72%), in singleton were (22%), and in widow were (6%) as 
shown in (Table 4). 
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The commonest presenting symptoms were coma (34%), 
shock (16%), and dysponea (11%) as shown in (Fig. 5, table 7). 
The common risk factors in this study were renal disease 
(12%), fever (9%) and haematemesis (8%). The other risk factors were 
shown in (Figure 3). 
The day of admission was studied and Thursday showed a 
high rate of admission (23%), Sunday (16%) and Tuesday only (7%). 
For the other days see table 16. 
Thirty-seven percent (37%) were admitted from (6: 00 am to 
12 :00 am), (32%) between 12:00 and 18;00, (17%) were admitted 
between (6:00 pm and 0 : 00 am), and (14%) during (12 :00 pm -6:00 
am) as shown in (Table 17 ). 
Thirty-one percent died between (6 : 00 pm and 12 :00 pm), 
(25%) died between (12:00 am - 6:00 pm), 22% died during the time 
from 12 :00 pm to 6:00 am), and (22%) died between 12:00 am and 
6:00 pm (Table 18). 
Forty patients (40%) were well examined and managed, 32 
patients (32%) were partially managed and 19 patients did not 
receive an appropriate management.  
 23
 
 
Table 1: Mortality according to age distribution among the study 
group 
Age group (years) Frequency  Percent 
15 – 29  19 19 
30 – 44  15 15 
45 – 59 25 25 
60 – 75  33 33 
> 75 8 8 
Total  100 100 
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Table 2:  Sex distribution in the study group 
Sex  Frequency  Percent 
Male  62 62 
Female  38 38 
Total  100 100 
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Table 3:  Pre-morbid conditions in the study group 
Premorbid condition Frequency  Percent 
Fever   9 9 
Haemoptesis  1 1 
Renal disease  12 12 
Respiratory disease  4 4 
Diabetes mellitus  4 4 
Others  27 27 
Haematemesis  8 8 
Headache  3 3  
Cardiac disease  3 3 
CNS disease  2 2 
HTN 3 3 
Combination (more than one 
risk factors) 
16 16 
Unknown  8 8 
Total  100 100 
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Table 4:  Mortality according to marital status in patients presented 
to KTH Medical Casualty in the time of the study   
Marital status  Frequency  Percent 
Single  22 22 
Married  72 72 
Widow  6 6 
60 – 75  33 33 
Total  100 100 
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Table 5:  Mortality rate in different residence of Sudan presenting 
to KTH Medical Casualty in the time of the study   
Residence   Frequency  Percent 
Northern  7 7 
Eastern  1 1 
Western  6 6 
Central  86 86 
Total  100 100 
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Table 6:  Mortality percentage related to origin of the patients 
Origin   Frequency  Percent 
North 24 24 
West  18 18 
South 6 6 
Central  28 28 
Khartoum 21 21 
Foreigners  3 3 
Total  100 100 
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Table 7:  Major presenting symptoms to KTH Medical Casualty   
Symptom Frequency  Percent 
Death  5 5 
Coma  34 34 
Dysponea  11 11 
Others 28 28 
Shock  16 16 
Seizure  1 1 
Confusion  5 5 
Total  100 100 
(Others: symptoms not included in the table, e.g. fever, vomiting, 
abdominal pain, chest pain, haemoptysis, epistaxis, ..etc).  
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Table 8:  Demonstrates the recorded pulse rate (PR 
Pulse   Frequency  Percent 
Yes 78 78 
No 22 22 
Total  100 100 
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Table 9:  The recorded blood pressure in the admission sheets 
Blood pressure  Frequency  Percent 
Yes 77 77 
No 23 23 
Total  100 100 
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Table 10:  Demonstrates the pattern of respiration in the study 
Respiration  Frequency  Percent 
Normal  43 43 
Acidotic breathing  8 8 
Chynestock  5 5 
Tachypnea  44 44 
Total  100 100 
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Table 11:  Shows how doctors in charge assess the patient’s 
temperature 
Temperature  Frequency  Percent 
Normal  42 42 
High  24 24 
Low  6 6 
Not done 28 28 28 
Total  100 100 
  
(Temperature was not measured by thermometer at all) 
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Table 12:  The assessment of Glasgow-coma scale in the study 
group 
Glasgow-coma scale Frequency  Percent 
Yes 14 14 
No 86 86 
Total  100 100 
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Table 13:  Shows the evaluation of examination in patient’s records  
Examination  Frequency  Percent 
Full examination  40 40 
Fair examination 32 32 
No examination 19 19 
Death confirmation  9 9 
Total  100 100 
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Table 14:  Demonstrates the investigations  
Yes  No Investigations  
Frequency  Percent Frequency  Percent 
Mandatory 29 29 17 17 
Relevant   16 16 84 84 
Requested  45 45 55 55 
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Table 15:  The management offered to patients before death 
Yes  No Management 
Frequency  Percent Frequency  Percent 
Position  67 67 33 33 
Airway 2 2 98 98 
I.V. line  85 85 15 15 
Oxygen 24 24 76 76 
Blood 12 12 88 88 
Dialysis 3 3 97 97 
Sengestakian-tube  1 1 99 99 
Suction 5 5 95 95 
Nasogastric-tube 20 20 80 80 
Urinary catheter  28 28 72 72 
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Table 16:  Distribution of patients’ admissions in the weekdays  
Admission day   Frequency  Percent 
Saturday  13 13 
Sunday  16 16 
Wednesday  16 16 
Friday 9 9 
Monday  16 16 
Tuesday 7 7 
Thursday  23 23 
Total  100 100 
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Table 17:  Distribution of patients’ admission time during the day 
Admission time  Frequency  Percent 
0: 00 – 6: 00 14 14 
6: 10 – 12: 00 37 37 
12: 01 – 18: 00 32 32 
18: 01 – 23: 59  17 17 
Total  100 100 
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Table 18:  The frequency of death time during 24 hours 
Death time  Frequency  Percent 
0: 00 – 6: 00 22 22 
6: 10 – 12: 00 22 22 
12: 01 – 18: 00 25 25 
18: 01 – 23: 59  31 31 
Total  100 100 
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Figure 2 Gender distribution  
Male ; 38%
Female ; 62%
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Figure (4): Residence
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Figure 8: Management
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The study population consisted prospective cross-sectional 
studies of 100 cases, presented to KTH medical casualty from October 
2003 to January 2004. 
B William, J Nicole, J Brazier in (1989-1995) they did a study in 
England about Accident and emergency in UK. They used the rate of 
attendance, readmitted and newer attendant to A & E; also, they 
studded admission according to the time &the day of admission and 
common causes of admission. 
In their study, cases were divided to four groups: 
A) Major trauma (potentially life threatening.(10,11,12,13)   
B) Major illness (potentially life threatening). 
C) Minor trauma (not life threatening). 
D) Minor illness. 
This study showed that:  
• It has been claimed that only one case in a thousand present with 
major trauma and in a review of A & E services in London in 1993 
only l% of a new attainders had severe injuries or life threatening 
conditions.(10,11,12,13) Conversely, 40% had conditions, which could 
have been managed in primary care settings.(7)  
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• The major causes of admission were deliberated self- harm,(16,17,18,19) 
psychiatric conditions, substance abuse, poisoning.(18,19) MI(17) and 
asthma(18) (concerning non-surgical causes). In contrast to our study 
in which the common causes of admission were CRF, 
haematemesis, febrile illness, DM, HT, and CVA. 
Around half the major A&E departments have associated 
short-stay, observation or initial patient treatment facilities. The 
BAEM believes such a facility: is an essential part of every A& E 
department. The advantage of such a ward is that it provides 
expertise in the management of its typical patients. Such award 
provides a safety net for some patients who might other wise be 
discharged injudiciously. The BAEM recommend one bed for every 
5000 new attenders.(15) 
A& E department utilization: there were 11943000 new A&E 
department attendances in England in 1994/95, a rate of 246 per 1000 
population, or approximately one new attendance for every four 
patients. The new attendance rate ranged among region from 188 per 
1000 in the oxford region to 295 per 1000 in the heavily urbanized 
Mersey and northwestern regions. These new attendances include 
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those of an unknown number of emergency patients who pass 
through A&E departments as arranged inpatient admissions.(in our 
study there is no available data).(8,23) 
In, a survey data showed that young adults make up 
proportionately more of the clientele than other age groups (28%), 
over 20%are children, a group for whom special arrangements are 
needed see figure (1). Our study showed that old adult (>65 years 
old) had a high admission rate. This variation may be due to the 
increase incidence of drugs abusers & high suicidal rate in England 
than in Sudan among young adults.   
Percentage of new attenders according to month. High in 
October (12%) and April (11%). 
Percentage of new attenders according to day of the week, 
Wednesday (17%), Sunday (15%), and Thursday (13%) see figure (2). 
In our study Thursday showed a high admission & mortality rate 
(23%).(23) 
Time of day of attendance for adults: peak at 1000am (11%), 
from (1100-1900) still high but frequency was low from 2200 to 0700 
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see figure (3 & 4).In our study the peak time of admission is from 
1200 to 2400. 
In Major illness, the basic life support training involving skills 
in the resuscitation and management of the critically ill patient has 
also been demonstrated to be effective in improving survival chances 
for patients. 
In minor illness, this was assessed by GPs as capable of being 
managed in a general practice setting, make up approximately one 
quarter of the average caseload of a UK A & E department. 
Figure (1_4) for comparison to our study. 
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Figure 1: Age distribution
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Figure 2: Distribution of patients admission 
through week
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Figure 3: Time of day of attendance of patients
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Figure 4: Admission of patients through the day
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CONCLUSION 
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1. The common presenting symptoms were coma, shock and 
dysponea. 
2. Patients with more than one risk factor had highest mortality. 
3.  The common risk factors were chronic renal failure, febrile 
illness, haematemesis and CVA. 
4.  Mortality was high in Males than females. 
5.  There are some defects in our casualty system, practice, 
equipments, staff, statistics and priorities. 
6. The time of maximum admission rate is from midday to 
midnight, and the most crowded day is Thursday. 
 
 
 
 
 
 
 
RECOMMENDATIONS 
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1. Adding junior physicians to the casualty especially at a time of 
maximum admission rate (1200–2400) will offer the optimal 
patients care. 
2.  More studies are needed to evaluate the medical services, 
numbers of attendant daily, monthly and annually, frequencies of 
major illness, and cost effectiveness. 
3. Computer service system if added to EMS will provide wide range 
of data, and this will help in evaluation, researches and planning. 
4.  Doctors on duty must pay attention to high-risk patients, 
presented with coma, shock and upper GI bleeding. 
5.  One protocol should be applied in emergency by all units 
especially to common diseases, e.g. coma, shock, DKA, 
hypertensive crises, and febrile illness. 
6.  Equipments should be looked for, all necessary equipments 
needed to be at hands in the casualty all the time. 
7.  Improving the laboratory capacity and staffing is necessary in 
provision of maximum urgent care. 
8.  Dialysis is needed to be more accessible and easy. 
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9.  To urgently managed patients with massive haematemesis, 
sengestakian tubes, vasoactive drugs and/or emergency 
sclerotherapy must be available. 
10. Training programs to doctors & nurses in emergency medicine 
should be adopted. 
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